We saw it coming from afar, but this COVID-19 pandemic surprised us with its brutality and magnitude, and the extraordinary challenge it poses to the health care system. What impact will this crisis have on our health care system? What will the world of chronic inflammatory diseases look like after COVID-19? We present our current thoughts, taking the risk that today\'s data will be contradicted in the coming weeks, and perhaps even between the time these lines are written and their publication.

1. What did we know? {#sec0005}
====================

On 31 December 2019, the WHO was informed by the Chinese Authorities of grouped cases of pneumonia, all linked to a live animal market in Wuhan. On 9 January 2020, a new emerging virus was identified as being responsible for these cluster cases. It was a coronavirus, officially designated on 11 February 2020 by WHO SARS-CoV-2, responsible for COVID-19 (Coronavirus disease). On 11 March 2020, WHO declared a pandemic status.

SARS-CoV-2 is transmitted through direct (skin-mucosal) and indirect (surface) contacts, through inhalation of infectious droplets emitted when the patient sneezes or coughs, and possibly through the air. At the time of writing, the main information on clinical manifestations came from Chinese patients [@bib0005], [@bib0010], [@bib0015], [@bib0020], [@bib0025], [@bib0030], [@bib0035], [@bib0040], [@bib0045]. The main concern of physicians caring for patients with inflammatory disease treated with immune-targeted therapies is the risk of potentially increased severity in these patients, including the risk of severe pneumonia. However, initial results have highlighted the impact of cardiovascular and pulmonary comorbidities [@bib0050] rather than that of possible immunosuppression, leading some to even consider a protective role for immunosuppressive drugs in severe pneumonia [@bib0055], [@bib0060], [@bib0105]. The limited information currently available comes from a Chinese cohort of 20,000 patients with chronic inflammatory bowel diseases, and from 3 hospitals in Wuhan: no cases of infected patients have been reported [@bib0075]. The mystery remains. Are they really uninfected with COVID-19? Have they developed pauci-symptomatic forms? Were our Chinese colleagues too busy with more severe patients to notice a signal in chronic inflammatory diseases?

2. What should we tell our patients with chronic inflammatory rheumatic disease in this epidemic context? {#sec0010}
=========================================================================================================

Recommendations for the management of confirmed cases of SARS-CoV-2 infection are conditioned by the severity of the patients. While the symptomatic management of respiratory failure is the priority, as early as March 5 the High Council of Public Health proposed the use of specific antiviral treatments (lopinavir/ritonavir, remdesivir), although none of these molecules has benefited from clinical studies in COVID-19. Since then, the first study of the lopinavir/ritonavir combination has not been able to demonstrate the efficacy of this strategy [@bib0080]. However, the health emergency justifies the deployment of all potentially active strategies that are effective in vitro on SARS-CoV-2, sometimes tested during MERS-CoV and SARS-CoV-1, or proposed in the context of COVID-19 infection in China despite a low level of evidence. The evidence of very high concentrations of inflammatory cytokines in the plasma and bronchoalveolar lavage fluid of intensive care in patients compared to other patients justified a strategy of using biotherapies (tocilizumab, adalimumab). An open-label clinical trial has been published, suggesting, on a cohort of 15 patients, the efficacy of tocilizumab on the cytokine storm potentially responsible for acute respiratory distress syndrome [@bib0105]. Other drugs, well known among specialists in inflammatory diseases such as hydroxychloroquine [@bib0060] and baricitinib [@bib0055], could limit the entry of the virus into the cell and ultimately reduce the viral load. These hypotheses deserve clinical trials, and as such, multicenter studies on hydroxychloroquine have been launched. On the other hand, these same treatments prescribed over the long term, due to the potential immuno-depression induced in our patients suffering from chronic inflammatory disease, could lead to fears of an increased risk of developing a serious form of infection. This risk has notably been evoked in the context of hepatitis B, with fulminant hepatitis B.

The many questions raised by this health crisis are prompting active clinical research with, at the time of writing, nearly 400 trials reported on the WHO site on COVID-19 infection. There is no doubt that as serious as the consequences of infection are, progress in understanding and managing emerging viruses will be major.

What advice should we give to our patients and caregivers in the immediate future? To insist on prevention instructions or barrier measures [@bib0085]. These are the same as those proposed in the general population and are intended to limit the risk of transmission (hand washing, avoid shaking hands and hugging, coughing into one\'s elbow, use disposable tissues). Our patients must also be educated about the clinical signs that warrant a medical advice (fever and respiratory manifestations). It is our responsibility to ensure that they can easily contact the specialist in charge without having to move. The deployment of telemedicine in this context takes on its full meaning.

3. The rise of telemedicine {#sec0015}
===========================

The potential fragility of our patients, the difficulties of moving around, the overload of the hospital environment and the fears inherent in this type of situation will probably result in a profound change in our organization [@bib0090]. And the ultimate winner could be telemedicine. Articles have already suggested its potential in public health emergencies [@bib0095], and decision-makers in many countries seem to have realized the potential of this tool. One might, however, regret waiting until him to be get with his back to the wall for decisions to be taken. The use of telemedicine should enable us to avoid exposure of our patients. This is a response to the urgency of the situation. But it must also allow us to ensure continuity of care specific to the management of inflammatory pathology. Suddenly plunged into the deep end, we are going to have to familiarize ourselves with this new tool and make it our own. We can thus think that at the end of this pandemic, we will be able to ensure the follow-up of some of our well-known patients. We may also have developed new skills to identify urgent situations at a distance, such as an infectious complication or a severe outbreak of the disease. We may be able to better prepare for the next physical consultation. All of this could also restore a certain equality of access to care among our fellow citizens.

As always, there will be excesses and abuses. It is therefore our duty to adapt, analyze, judge and then improve the system. Specialists in inflammatory diseases know only too well the importance of human contact in the care of patients not to abandon it. Face-to-face questioning and physical examination are important for a careful analysis of the clinical situation, perhaps also for acceptance of care and for ensuring good compliance. Hopefully the return to normal will allow us to exchange and decide how to frame the use of telemedicine. It is at this price that we will have quality recommendations (from SFR, EULAR or ACR) for the use of telemedicine.

4. A health crisis in the midst of a crisis of the health care system {#sec0020}
=====================================================================

The French press has widely reported in recent months on the crisis in the public hospital, which is the result of the purely managerial and budgetary vision of the public hospital. Technocracy has taken over medicine: The national health insurance expenditure target (ONDAM) sets the evolution of health and hospital cost. Activity-based pricing (T2A), was introduced in 2004 to harmonize the methods of financing public and private structures and to force public structures to increase their activity, "forgetting" that public and private patients often have very different profiles. Hospital fees are set by GHMs (homogeneous groups of patients), weighted by the length of hospital stay. The administrative and medical-administrative staff is constantly growing at the expense of the caregivers. We are overwhelmed by agencies, including the National Performance Support Agency, which sets bed occupancy rate targets: 92% for a conventional hospitalization service, barely less for an intensive care unit. The number of hospital beds has been massively reduced. Caregivers feel devalued, lost in administrative burdens. Resignations of doctors and surgeons are on the increase. It is in this context of reduced resources and extreme tension in the hospital that the pandemic appears. This situation is not unique to France, and the healthcare system of many countries is in difficulty [@bib0100]. What flexibility is left to us under the conditions we are in to deal with a health crisis of such magnitude? How to deal with a massive influx of patients with respiratory disorders requiring care in a specialized unit? How can we accept being reduced to dramatic triage decisions in the face of the impossibility of treating too many patients?

At the same time, primary care is also going through an unprecedented crisis: a decrease in the number of general practitioners (GPs) and the medical desertification of entire regions are resulting in major difficulties in accessing care. Our young doctors are reluctant to practice as GPs, afraid of heavy administrative tasks, fear of isolation and the difficulty of keeping up to date in a context of rapid growth in medical knowledge. Let us imagine the situation experienced by our GPs when they were called to see the first patients suspected of COVID-19 and surgical masks and hydro-alcoholic gels were out of stock. Their working days, already heavy in normal times, became unbearable. The lack of a support structure and coordination between the city and the hospital is cruelly perceptible in this time of crisis.

There remains one health partner that we have not talked about much about... the patient! Fed up with alarmist information from the mainstream press, rightly worried, it floods us with questions, e-mails... and we discover that we lack communication relays for our chronic patients, despite the help of patients' associations, as well as remote monitoring means [@bib0090].

We will have to learn from this epidemic, and make COVID-19 an opportunity to rethink the organization of our healthcare system. The public hospital cannot be managed like a business, and private medicine must not be subject to exclusively financial regulation of its activity. The health service is the property of all citizens, who must be able to express themselves on the major orientations of health policy. Be sure of that: there will be one before and one after the COVID-19 epidemic.
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